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on the perineum is marked on each side with another pair. In practice, it is
easier to denude the triangle down to the middle forceps and to control
bleeding by stitching these edges together before completing the triangle
down to the perineum.
Fig. 37,/shows a triangle of vaginal mucosa dissected from the subjacent
tissue. It also indicates the line of the rectum with some fine fibres of con-
nective tissue attaching it to the vagina. The dots indicate the line through
which these adhesions are incised.
In Fig. 37, g the attachments of the rectum have been cut and the rectum
separated from the vaginal wall. This is the most important step in the
operation, as without it it is impossible to fill in the space between the vagina
and the rectum with muscle, and if this is not done the vaginal mucosa will
stretch and will bring forward the rectum as a recurrent rectocele.
Fig. 37, h shows the continuous suture drawing together the upper edges of
the triangle, and in practice this is usually completed before the remainder
of the triangle is dissected away. This sketch shows the completion of this
dissection with a pair of scissors cutting away the mucosa from the perineum.
It also shows the rectum separated from the vagina, and on each side folds
of muscular tissue which must be brought together by means of deep sutures.
If the posterior colporrhaphy is carried sufficiently high the upper portion of
this muscular tissue is part of the pelvic floor running at the base of the
uterosacrai ligaments and the tissue a little lower represents the levator and
muscles. The most important part of the posterior colporrhaphy is the
suturing together of these deep layers of muscular tissue.
Fig. 38, a shows the upper portion of the edges of the triangle drawn together
by a continuous suture, and also a few sutures inserted into the deep muscles.
In the central area the rectum can still be seen but this space will now be
closed by other deep sutures inserted into the muscle.
Fig. 38, b shows the completion of the suturing of the long sides of the triangle.
The angles at the base of this triangle are brought together at what will be
the centre of the new vulval outlet. As the vaginal edges are sutured, successive
layers of deep muscle are folded together, and these are bound firmly together
by means of deep sutures, usually in three different layers. In this sketch the
vulval outlet is completed, one layer of sutures in the deep muscle is shown
with, the sutures tied and another layer inserted ready for tying.
In Fig. 38, c the edges of the skin on the perineum are brought together by
a continuous subcuticular suture. The labia minora are still sutured to the
buttock.
Fig- 38, d shows the completion of the operation. The sutures holding the
labia minor a have been cut and the edges of the skin of the perineum brought
together.
Throughout the operation nothing but catgut is used as a suture material
and so there are no stitches to be removed during convalescence. The most
important part of the operation both in the anterior and the posterior col-
porrhaphy is the suturing of the deep muscle, as this shortens and strengthens
the whole of the pelvic floor, the tissue which alone keeps the uterus in position.
The excision of the vaginal mucosa merely removes tissue which otherwise
would be redundant and gives access to the deep musculature, and the
suturing of this vaginal mucosa is done only with a continuous suture and
merely to promote quick healing and to control the oozing. This tissue itself
is of no value in keeping the uterus in position, and if the pelvic musculature
is not firmly sutured the prolapse of the uterus will quickly recur.